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reconstruction were identified. Immediate reconstructions were performed prior to PMRT, and delayed reconstructions were performed after PMRT. Postoperative complications at one and two years after reconstruction were assessed. Patient reported outcomes were evaluated using the BREAST-Q questionnaire preoperatively, at one and two-years postoperatively. Univariate and mixed effects logistic regression analyses were performed to assess relationships among demographic, clinical variables, and outcomes of interest.
Results: A total of 175 patients met our inclusion criteria. Immediate reconstructions were performed in 108 patients and delayed reconstructions in 67 patients. Overall complication rates were similar based on reconstructive timing (25.9% immediate and 26.9% delayed; p=0.54). Patients with delayed reconstruction report significantly lower preoperative (pre-reconstruction) scores (p<0.0001) for satisfaction with breast, psychosocial and sexual well-being than did patients with immediate reconstruction. At one and two years postoperatively, both groups of patients reported comparable levels of satisfaction with breast and in all other evaluated BREAST-Q domains.
ConClusions:
Breast aesthetics and quality of life do not appear to be compromised by flap exposure to PMRT. Furthermore, immediate autologous breast reconstruction in the setting of PMRT appears to be as safe as delayed autologous breast reconstruction. We previously showed thicker suprascarpal fat pads (>23 mm) are associated with increased SIEV caliber. 3 We hypothesize that patients with thicker suprascarpal fat pads have a dominant superficial venous system and are more likely to suffer venous congestion.
RefeRenCes
Methods: An IRB-approved retrospective study was performed at New York-Presbyterian Hospital/Weill Cornell. Subjects included female patients who underwent unilateral or bilateral DIEP flap reconstruction from 2011-2015. Radiographic measurements of suprascarpal fat pad thickness and SIEV diameter were collected per hemi-abdomen from preoperative abdominal CT angiogram (CTA) imaging. Clinical outcomes recorded included: intra-operative venous congestion and SIEV usage. Statistical analysis explored if suprascarpal fat pad thickness was associated with clinical outcomes.
Results: 94 patients underwent 164 DIEP flaps. Mean suprascarpal fat pad thickness was 20.7mm ± 10.8 (4.9-65.4) and mean SIEV diameter was 2.8mm ± 0.7 (1.5-5.7). Five (3.0%) flaps exhibited venous congestion, with three (1.8%) requiring intra-operative SIEV salvage. All four cases of venous congestion in patients with pre-operative CTA occurred in flaps with suprascarpal fat pad thickness less than 18mm (p=0.041).
ConClusions:
There is a significantly increased risk of venous congestion with thinner suprascarpal fat pads (<18mm), suggesting that venous congestion is not related to superficial draining system dominance or increased SIEV caliber. We recommend SIEV dissection with suprascarpal fat pad thickness <18 mm. 
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PuRPose: There is paucity of knowledge regarding the impact of variation in postoperative care for microsurgical breast reconstruction patients. Currently, both optimizing patient outcomes and decreasing the cost of healthcare are of prime concern. Caring for underserved populations presents greater challenges in this realm for many reasons. Our aim was to understand the impact of initiating a standardized postoperative pathway for underserved patients undergoing microsurgical reconstruction. ConClusions: Using a standardized postoperative pathway for the care of underserved patients undergoing microsurgical breast reconstruction yields a significant decrease in hospital length of stay without increasing postoperative complications.
Methods
